We welcome the authors' recommendation that growth problems be identified at an early age in a community height screening programme. Once screening has been carried out on initial height however, there is little to be gained from waiting a year and screening on velocity using the 25th centile as a cut off, as in the Oxford study. First, the normal short child, on the third centile for height, only requires an average velocity on the 25th centile for steady growth, and single estimates of velocity will fluctuate around this point, with as many below as above. It has been shown that while the proportion of short children growing below the 25th centile remains constant from year to year, the identity of the children inevitably changes.3 The imprecision of the height measurement itself is such that it is rarely possible to label a child's rate of growth, after only one year, as good or poor. A child who is very short must already have sustained a considerable period of slow growth -any further delay is therefore unnecessary.
Ideally, we should be monitoring the long term growth of every child in the community, regardless of height, but we have shown that the shorter the child, the more likely an underlying organic cause.4 Where resources are limited therefore, we would suggest the routine investigation of all exceptionally short children, as soon as they are identified. Figure 2 in their paper may afford some clue to the apparent discrepancy between the inexorable increase in carbon dioxide demonstrated by Bolton et al and the low level hypercapnia which we see in real life. It can be seen from the carbon dioxide profile that in the model, end tidal as well as end inspired carbon dioxide rises. In fact they rise in parallel. The model is unphysiological in that it takes no account of the equilibration between lung carbon dioxide concentrations and mixed venous tension. The model also takes no account of body carbon dioxide stores (120 1 in an adult) which are large compared to lung stores and act as a compartmentalised buffer. The model also takes no account of the extraction of oxygen from inspired air, the addition of 35 ml/min of carbon dioxide effectively creating a net outward pressure which will alter the dynamics of gas mixing in the bedding.
The upper panel of our figure shows the carbon dioxide profile of a ventilatory response test carried out by the Read rebreathing method. In this test, modified by Cohen and Henderson-Smart for use in neonates,4 the baby is switched to rebreathe from a bag containing carbon dioxide enriched air. The baby's mixed venous carbon dioxide tension (Pco2) quickly equilibrates to that of the bag and Pco2 then rises in a linear fashion at 0-80-1-07 kPa/min, independently of ventilatory response. In this extreme case of rebreathing the oscillations in carbon dioxide are quickly lost as the baby breathes in and out, quite unlike the trace shown in the Bolton paper.
We believe that this serves to illustrate that the model is too unphysiological to draw any firm conclusions about the existence or nature of 'rebreathing' in the prone sleeping position. Our paper was about the behaviour of some types of bedding rather than modelling the physiological behaviour of a normal baby.
We would re-emphasise that a baby with a normal response to these gas changes would increase its tidal volume and achieve a degree of relief from this; it would certainly arouse, probably noisily, if the asphyxial gas levels persisted at a level of 5% carbon dioxide with a corresponding degree of hypoxia.
If a baby with immature responses to asphyxia lies face down into soft bedding, then it would be a different matter entirely. We have been able to test these responses in a 5 month baby found face down, blue and unresponsive, but successfully revived. They were inadequate then, but matured by 9 months of age. 
Primary immunisations in Liverpool
EDrrOR,-The articles by Pearson et al provide a detailed picture of the immunisation of children resident in Liverpool five years ago. 1 2 Both papers show the association between social and family circumstances, consent and completion of immunisation. The overall deprivation index was used as 'it is a more accurate index of socioeconomic conditions than the Jarman underprivileged area score'. It is most surprising that having identified the importance of social and family circumstances in restricting immunisation uptake, neither paper refers to the widely disseminated British Market Research Bureau (BMRB) report of 1989 The Uptake of Pre-School Immunisation in England, nor to the change in the routine immunisation schedule. In May 1990, the timing of immunisation was accelerated in order to overcome many of the barriers to immunisation that these two papers identify. Since then uptake has risen in all health districts, including Liverpool, national 90% targets have been met, and less than 1% of health districts presently report uptake less than 80%. A 95% uptake is now reported by 137 districts for diphtheria third dose (D3) uptake at 18 months, by 59 for 0 ,: . . ..
